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"Yes," says the patient in a recent Frank and Ernest cartoon, "the operation made a new man out of me-The old one
had some money in the bank." 1
This cartoon expresses the tension many feel between
medicine as a business and medicine as a service. This
tension is by no means unique to our own time and place, as
evidenced by the complaint of the 17th-century Chinese sage
Chen Shih-kung that "When doctors visit the rich, they are
conscientious; when they visit the poor, careless."2 But
because of the growing emphasis upon managed-care medicine in the United States and elsewhere, the tension between
medicine as a business and medicine as a service is now felt in
especially painful ways.
No less astute an observer of modern medicine than Dr.
Arnold S. Relman, a distinguished physician who has served
as the editor of the New England Journal ofMedicine, warns of
the dangers of what he and others call "The New MedicalIndustrial Complex."3 Relman's concern, as articulated in
more than one of his published statements, is that in some of
the newer forms of financing health-care delivery there is a
strong temptation to place the financial interests of stockholders before the medical needs of patients.
Few physician ethicists have expressed alarm about this
temptation more severely than has Dr. Frederick R. Abrams4
of the Center for Applied Biomedical Ethics in Denver,
Colorado. Beginning his commentary in the Journal of the
American Medical Association with Nietzsche's reminder that

"at the critical moment mankind too often forgets precisely
what it is trying to accomplish," Abrams draws a sharp
distinction between the moral purpose of business and the
moral purpose of medicine. According to this distinction,
"the business ethic is to maximize the return on investment
without breaking the law. The medical ethic is to relieve
suffering, to prolong life (when the patient judges this to be
his desire), and to make each individual physically able to
pursue happiness in whatever socially acceptable way he
desires." Abrams does not flinch from the full implications of
distinguishing the moral purposes of business and medicine
so dramatically. "The very thing that makes American business successful in a populous land of consumers-mass
production-is," he asserts, "essentially incompatible with the
aspect of medical care most Americans treasure, viz. competent personal care clearly in the interest of the patient; a
fiduciary relationship."s
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Is it actually the case that mass production accounts for the
successes, such as they are, of American business and that this
is essentially incompatible with the fiduciary relationship betw
een doctors and patients? Perhaps so. But is it also the case,
as Abrams implies, that the business ethic is essentially
incompatible with the medical ethic? This more sweeping
insinuation deserves careful consideration.
Much depends, of course, upon how one defines the moral
purpose of business. Abrams did not create his definition of
the business ethic out of nothing, or ex nihilo as theologians
might say. He drew it from the formulations of economist
Uwe Reinhardt. In addition, it is a definition of the moral
purpose of business that is similar to economist Milton
Friedman's famous insistence that "there is one and only one
social responsibility of business-to use its resources and
engage in activities designed to increase its profits so long as
it stays within the rules of the game, which is to say, engages
in open and free competition without deception or fraud."6
Still further, Abram's definition is congruent with significant
decisions in American courts, particularly the often cited 1919
case of Dodge v. Ford Motor Company, in which a court in
Michigan declared that "A business corporation is organized
and carried on primarily for the profit of the stockholders.
The powers of the directors are to be exercised for that end.
The discretion of the directors is to be exercised in the choice
of means to attain that end and does not extend to a change in
the end itself" 7
So Abram's definition has much in its favor. Nevertheless,
it might be useful to remind ourselves that this "narrow"
definition of the moral purpose of business for which Friedman
and others of his persuasion are so famous is by no means the
only plausible alternative. Some define the moral purpose of
business in ways that are more broad, complex and pluralistic,
and these more-comprehensive definitions of the business ethic
leave more room for the medical ethic. If Friedman's definition
is the "classical" account, there are also "neoclassical" and
"maximally broad" accounts that deserve consideration as
well. According to one formulation of the "neoclassical" view,
"The function of the corporation is to maximize profits
consistent with the universal norms of justice and with respect for legitimate individual rights."8 And according to one
expression of the "maximally broad" view, the proper aim of
business is "the maximization and harmonization of the
interests of all of a business' constituencies."9
We therefore have at least three possible definitions of the
business ethic that differ from each other in how comprehensively they portray the moral purpose of business. Thus, even
if Dr. Abrams is right in his insinuation that the business ethic
is essentially incompatible with the medical ethic, his point is
pertinent to one, but not necessarily all, depictions of business.
There are also good reasons to wonder if there is an essential
incompatibility between the medical ethic and even the
narrow or classical view of the business ethic. Some of these
considerations are historical in nature. It is difficult to identify
a period of human history in which the intention to benefit
financially from the practice of medicine was not present in
some form and to some degree, even if the institutional
arrangements were so very different from our own that we
may find it difficult to discern the monetary dimensions of
some medical interactions. 10
Other reasons for doubting an essential incompatibility
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between the medical ethic and the narrow or classical definition of the business ethic are more political. It would seem
inappropriate in a free society to forbid capitalistic transaC{(
tions between competent, free, and informed adults even ifin
such an interaction someone trades cash for medical servicesY Such a barter would seem essentially incompatible
with the medical ethic only if certain other claims are also
valid, one of which might be that unless medical care is
delivered as a gratuity it is not genuinely moral. But this
assertion and others like it need to be argued and not merely
assumed.
Still other reasons for doubting an essential incompatibility
between the business ethic and the medical ethic are more
financial. Any business, medical or not, that is perceived as
being concerned only with its own profits will not be in
business long. The paradox of business is that those who wish
to profit must serve actual or felt needs and they must serve
those needs well. This is an economic parallel to the New
Testament idea that those who would save their lives must
lose them.
Even if the narrow or classical definition of the moral
purpose of business is correct, even if a firm has only one
moral responsibility which is to achieve as much profit for its
owners as possible without breaking the law, it can doubted
that there is an essential incompatibility between the business ethic and the medical ethic. There is an essential incompatibility between the medical ethic and a business ethic that

continued on page 7
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We are reaching 'a point in our society where we are seriously calling into question the quality of our present healthcare system. In particular, the inequalities of the access of care
to all Americans, whether rich or poor, has been of primary
focus and is now well recognized as a major social dilemma.
Currently we are the only industrialized democracy besides
South Africa not to carry the burden of providing financial
assistance to ensure that at least some level of basic medical
care is provided to all of its citizens. Consequently, we have
approximately 31 million Americans who lack adequate medical care.( 1) And yet, we spend 11.4 percent of our gross
national product, or close to $600 billion on health care
.lnnually.(2) As Chell points out, "In the United States, with
all that we have and with all that we waste, it seems downright
immoral to deny lifesaving medical care because, as a society,
'we don't have the money."'(3) Bayer notes that while
general public polls show that the majority of Americans are
in favor of a national health-care plan, the "American society
evidences a striking willingness to tolerate vast inequalities
with regard to income and wealth." (4) It is ironic that we are
one of the most affluent societies in the world today, and yet
a significant number of our citizens are without access to the
basic medical care needed to maintain even minimal living
standards.
Certainly there is room for much improvement in our
current methods of caring for the citizens of our country.
Grumet comments, "American health care is now controlled
haphazardly and is financed by multiple cumbersome, poorlyintegrated bureaucracies in desperate need of coordination,
simplification, and streamlining." He argues that this leads to
"Reduced access to care (due to) financial barriers or the
unavailability of medical resources within the community
(and) has a disproportionate effect on poor people, who may
lack the sophistication, mobility, or assertiveness to secure
the care they require."(S) It is these traits inherent in our
current system of health care that are propelling various
groups to try to radically transform our method of distributing
health care among ourselves.
'*Jason Smith was ajunior Biology student at Pacific Union College when
he wrote this articlefor a class in Ethics. He has been accepted into the School
of Medicine at Loma Linda University in August of 1992. He will be
spending a year studying Spanish at Sagunto Adventist College, Spain, in
the interim.

One of the major problems that confronts us, Winslow
comments, is that "our pluralistic society has not had a single
vision of ideal social justice for health care."(6) However, he
writes, we do not need "the affirmation of a complete moral
relativism nor the dominance of one particular vision of social
injustice. Rather, we need a continued willingness to enter
the discussion about which central values and substantive
moral principles should guide our policies." (7)
If we are to call America the land of golden opportunity for
all that we claim it to be, we must collectively come to a better
understanding of where we are today, and where our priorities
are leading us in the future. Burdened by the ever-increasing
financial and social costs of our patchwork system of providing
health care to our citizens, Hill claims we "have the right and
responsibility to insist that (our) preferences and values inform health care policies governing actual medical treatment
and the allocation of medical resources."(8) To facilitate this
process, a national organization, American Health Decision,
has been launched to coordinate activities in various states
and to facilitate the creation of new groups at the community
level. This is in the hope that the citizens of our community
will make a concerted effort to take an active responsibility for
health-care decisions that affect us all.
Community involvement in the decision-making process
on such a large scale is a recent development that is gaining
momentum in certain states, such as Oregon. In 1989, the
Oregon legislature enacted measures that are founded upon
the premise of a societal obligation to guarantee a basic or
adequate level of health care to all. It may provide a model for
similar reforms in other states. I will look at the Oregon reform
later in this article.
At the core of the solutions to the problems inherent in our
current system is the understanding of the term "right"
within the context of health care. Fundamentally, Chell
argues, rather than trying to build the case for a health-care
system upon a "right to health care," we should ask ourselves
what our obligation to provide health care is in light of other
societal needs and obligations. He continues by saying that
we must pay "less attention to ethical theory and more
attention to our democratic process and the ethics of that
system" through the identification and weighing of values
and priorities.(9)
The President's Commission has essentially agreed with
Chell's point of view and has chosen to concentrate on the
3

nature of society's obligation to its citizens and how the
obligation should be fulfilled, rather than trying to define
whether or not an individual has a "right" to expect health
care. This is stated when they write, "The government's
responsibility for seeing that the obligation to achieve equity
is met independent of the existence of a corresponding moral
right to health care."(10) However, the Commission does
consent to two basic principles: 1. "Society has an ethical
obligation to ensure equitable access to health care for all,"
and 2. "Equitable access to health care requires that all
citizens be able to secure an adequate level of care without
excess burden." ( 11 )
Currently, the U.S. Constitution guarantees no right to
basic, or essential medical treatment. The difficulty for
proponents of a government regulated and tax-supported
health-care bill has been how to rationalize why medical care
should fall under the umbrella of "moral rights" when other
consumer goods such as food, shelter, and transportation do
not.
Norman Daniels argues for the distinction between health
care and other goods. He establishes a "category of health
care needs whose satisfaction provides an important condition for future opportunity." Just like police and fire protection, health care is a prerequisite to enjoy the other benefits
of "life, liberty, and the pursuit of happiness" that our Constitution guarantees.(12) As Nelson and Smith Rohricht explain, "though a person 's health as a state of physical and
emotional well-being is not the whole of that individual's
humanity, surely it is a meaningful part and prerequisite for
it .... Precisely because our society does have the capacity, both
medical knowledge and economic resources, to defend the
right to a minimum of good health care for every citizen, we
can claim this as society's obligation."(13)

Health care is a
prerequisite to enjoy the other
benefits of "life,
liberty, and the pursuit of
happiness. "
Dougherty makes some interesting assessments as to why
we have been slow to recognize this as a moral right, and
therefore a social obligation. Stronger than our firm belief in
the integrity and intrinsic value of every single citizen, whether
rich or poor, he writes, is the love of individualism. He goes
on to add that hospitals and physicians have used this idea to
justify turning away people even in cases of emergency if they
are unable to pay for the services. He makes the analogy to
that of an adult watching a child drown and standing there,
doing nothing to help the child. People will admit that the
child has a "right" to expect someone to jump into the pool to
save him or her. How much different, he asks, is "throwing a
rope into a pool" to an "injection of penicillin" to cure a
child?( 14) It seems clear that there is a fundamental logic
supporting the notion that basic medical care for all in such an
affluent society as ours should not be denied.
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As Democrats and largely Christians, there is an even more
pertinent rationale why we should press for drastic reforms in
our delivery of health care. Winslow, commenting on th
Talmud, says that "central to the democratic credo is the
belief that everyone counts as one and no one counts as more
than one .... The words of the Talmud, explaining why God
created one individual at a time, express a sentiment that is
deeply ingrained in our social conscience: 'Whoever destroys
a single life is as though he destroyed the whole of mankind;
and anyone who preserves a single life is as though he
preserved the whole human race."'(15) If we care about
where our society is headed, we must confront the realities
about where individuals are right now and act accordingly.

Stronger than our firm belief
in the integrity and intrinsic
value of every citizen is
the love of individualism.
One of the glaring realities confronting Americans is the
escalating costs of medical care. How to check these costs,
while at the same time trying to increase access to those that
fall between the cracks of our present health-care system, is
a major question. Unfortunately, we must make decisions
about the various tradeoffs that will result from any method of
distributing the finite resources that are available.
The first proposal for explicit, systematic, and publicly
accountable distribution of health-care services at the state
level has recently been made by the Oregon legislature in
1989. Its purpose is to use federal and state Medicaid funds
to provide basic health services to all Oregonians below the
poverty line. The new laws expand access to health care by
broadening Medicaid eligibility, by creating incentives for
businesses to provide health insurance, and by creating an
insurance pool to cover persons now "uninsurable" because
of preexisting health conditions.
The "tradeoff' of the package is that the distribution of
these services is to be rationed. In other words, the government must establish health-care priorities based on clinical
effectiveness and social value, or the greatest good for the
greatest number of people. To help the legislators in this
process, Oregon has established the Health Services Commission. The commission is required by law to actively
engage public involvement through the use of community
meetings to form a social policy on the values that will guide
the allocation of health resources.
As Garland and Hasnain note, several basic themes are
commonly discussed in the community meetings. Probably
the most fundamental moral theme is that the government
has an obligation to guarantee an adequate level of health care
to all citizens regardless of their ability to pay for it. From an
economic standpoint, the necessity of cost-effectiveness was
recognized as vital to the continued ability of the system tc
survive financially. Preventive medicine was seen as a major
step to that end by "enhanc(ing) the quality" of individual
and community life, and benefiting the largest number of
people.(16)

However, there are critics of the newly implemented legislation in Oregon. At the recent annual meeting of the
\Massachusetts Medical Society, Joseph A. Califano (former
secretary of the U.S. Department of Health, Education, and
Welfare) objected to the plan, arguing that it did not address
the more fundamental problems in our health-care system. As
Relman observes, "His list of needed reforms included the
following: greater emphasis on preventive medicine and
more healthful lifestyles; changes in payment mechanisms to
eliminate perverse incentives for oversupply and duplication
of high-technology services; reforms in health manpower to
put more emphasis on primary care; and a comprehensive
solution to the malpractice-liability problem."(17)
Califano is on target in understanding that all of these
reforms are needed to ensure that we make medicine as
humanitarian as possible. However, I do not agree with him
in his objections to the Oregon Plan. These reforms that he
mentions will not occur by themselves. I believe that the
Oregon plan is the best social framework that we currently
have to implement lasting equitable reform in our health-care
delivery. As Callahan writes, "We do not necessarily have to
limit decent health care in any serious, drastic fashion. What
we do need to do is to restrain our demands for unlimited
medical progress, maximal choice, perfect health, and profits
and income." (18)

).
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Lorna Linda University
Reorganizes the
Center for Christian
Bioethics
On June 27, the Executive Committee of the Loma Linda
University Board of Trustees appointed David Larson, Associate Professor of Christian Ethics in LLU's Faculty of Religion, and Robert Orr, Associate Professor of Family Medicine
in LLU's School of Medicine, as Co-Directors of the Center
for Christian Bioethics for a three-year term commencing
July 1.
David Larson has taught at LLU since 1974. He was
Associate Director of the Center from 1984-1986 and Director
from 1986-1991. He holds degrees from Pacific Union College
(B.A.), School of Theology at Claremont (D.Min.), and
Claremont Graduate School (Ph.D.).
Robert Orr joined LLU's faculty in 1990 after completing
a fellowship in clinical biomedical ethics at the University of
Chicago. Before moving to Chicago, Orr conducted a medical
practice in Vermont where he was named the Family Doctor
of the Year in 1989. Orr received his earlier education at
Houghton College (B.A.), McGill University (M.D.) and the
U. S. Naval Hospitals at Bethesda, Maryland and Jacksonville, Florida.
The appointment of Larson and Orr as Co-Directors is one
feature of a comprehensive reorganization of the Center that
is intended to enhance its effectiveness on campus and
elsewhere. The new organizational structure was recommended by the Center's Board to LLU's leadership following
the extensive deliberations of a task force led by Brian Bull,
Chairman of the Department of Pathology in LLU's School
of Medicine and then-Chairman of the Center's Board and
Executive Committee.
The primary organizational difference between the "old"
Center and the "new" one is that administratively the former
was a function of LLU's Faculty of Religion whereas the
latter is ajoint venture between the Faculty of Religion on the
one hand and the School of Medicine and other health
professional schools at LLU on the other.
.
In order to make this co-operative endeavor effective, the
Dean of the Faculty of Religion is now the permanent chairman and the Dean of the School of Medicine is now the
permanent vice-chairman of the Center's Council of Consultants as well as its Executive Committee. These offices are
held by Wilber Alexander and Douglas Will, respectively.
The compositions of the Center's Council of Consultants,
which was previously known as its Board of Directors and its
Executive Committee, have been modified so as to include
additional administrators from Loma Linda University, Loma
Linda University Medical Center, Loma Linda University
Faculty Medical Group, and the Jerry L. Pettis Memorial
Veterans Adminstration Hospital. The members of the
Center's Council of Consultants as well as its Executive
Committee are listed elsewhere in this issue of Update.
The Center's Co-Directors convene formally at least once
a week. Its Executive Committee meets once each month.
6

And its Council of Consultants meets twice a year. Each of
these meetings is led by Chairman Wilber Alexander and,
where appropriate, Vice-chairman Douglas Will.
The reorganization of the Center reflects LLU's heightened sense of identity and mission as a health sciences university. It also reflects a growing specialization among bioethicists around the world between those who are philosophical or
theological bioethicists and those who are clinical bioethicists.
The Center is now construed as a joint venture between
LLU's Faculty of Religion and the University's professional
schools and services in order to take full advantage of the
opportunities provided by collaborative efforts by specialists
in both areas.
These changes will adversely affect none of the Center's
programs or projects. Instead, it is anticipated that they will
enhance the value of the Center's contributions . •
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continuedfrom page 2
settles for momentary, though possibly large, profits. And
there is a tension, a very real tension, between the medical
ethic and a business ethic that is concerned with achieving
significant profits over an extended period of time. But this
tension, great though it undoubtedly is, is not so intense as to
amount to an essential incompatibility. Indeed, in some instances it might well be creative rather than destructive.
Miles F. Shore and Harry Levinson of Harvard Medical
School helpfully draw a distinction between two business
strategies, both of which might be able to accept a narrow or
classical view of the purpose of business:
Reputable businesses are less concerned about
short-term profit than about their organizational
character and integrity and their perpetuation.
Their focus is on long-term continuity and growth,
which they seek by establishing a distinct organizational character that sets the corporation and its
products apart from the competition. There are
characteristic ways of doing things, values that the
organization stands for, and expectations between
the company and its employees, which are made
explicit. The distinct character of the business is
understood by the public and is related to the
confidence that the public has in its products or
services. In leading corporations, that organizational character provides the work place and influences the kinds of people who are recruited and
who choose to work there.
Top management is concerned about long-range
strategy for corporate longevity rather than shortterm returns. Managers attend to the development of their work force as well as to the choice
and nurturance of their own successors. Service to
society, both national and international, is a tangible influence on corporate and executive behavior. This kind of corporation is stable over
several generations and is unlikely to be acquired
easily by merger or acquisition.
A second, quite different strategy is, of course,
possible: to organize a business around short-term
profits and expediency. In that case, the measure
of success is only the bottom line. Management
and the owners are primarily interested in maximal return on capital in minimal time. Employees
are recruited by financial inducements and remain only so long as their remuneration is above
the going rate. The time span of the business is
from one quarterly statement to the next-perpetuation of the organization and its work force is
not a goal. The business has little distinctive
character, its products exploit the market, and the
psychological contract with the work force is primarily in terms of short-term economic gain. The
organization is easy prey to merger or acquisition
and its life span is short. 12

In view of these suggestions, before we conclude that there
is an essential incompatibility between the business ethic and

the medical ethic we need to answer at least two prIor
questions. First, are we functioning with a "classical," "neoclassical," "maximally broad" or some other definition of the
moral purpose of business? Second, do we envision a shortterm or long-term business strategy? If we combine these
alternatives, we can identify and assess at least six ways of
viewing the purposes and priorities of business:

PURPOSES AND PRIORITIES IN BUSINESS
Short-Term
Strategies

Long-Term
Strategies

Classical
Definitions of
Business: Profit

1. Business Ethic:
Short-Term Profit

2. Business Ethic:
Long-Term Profit

Neoclassical
Definitions of
Business: Profit

3. Business Ethic:
Short-Term Profit
+ Justice
+ Respect for Rights

4. Business Ethic:
Long-Term Profit
+ Justice
+ Respect for Rights

S. Business Ethic:
Short-Term
Maximization &
Harmonization of All
Interests

6. Business Ethic:
Long-Term
Maximization &
Harmonization of All
Interests

+ Justice
+ Respect for Rights

Maximally Broad
Definitions of
Business:
Maximization &
Harmonization of All
Interests

The first alternative, the one that emphasizes profits in the
short-term, is the least attractive of the six alternatives, both
from an ethical and from a financial point of view. This option
is cynical. The fifth and sixth alternatives are so idealistic and
vague as to be almost impractical at the present time, though
they do possess the value of relevant but impossible ideals.
These alternatives are utopian. The second, third, fourth and
fifth alternatives; the ones that either emphasize profits in the
long run, or considerations in addition to profits in the short
run or long run, are the alternatives from which we are now
morally free to choose. The important point is that irrespective of which of these "middle" options we select, it will be
necessary to function in ways that serve the actual or felt
needs of citizens as well as the interests of stockholders.
As Aristotle understood so clearly so long ago, in circumstances like this virtue does not lie in fulfilling one purpose to
the exclusion of all others but in finding the "relative mean"
between competing factors. 13 If any business strives only to
serve with no regard for profits, it will eventually cease to
exist. This is obvious. It is also true, if perhaps less obvious,
that if any business strives only to profit without also serving,
it too will eventually cease to exist.
Where there is no margin, in time there is no mission. And
where there is no mission, in time there is no margin.
This is true for all enterprises, whether for-profit or not-forprofit, private or public, secular or religious. The challenge in
managed-care medicine, as in all business, is to serve citizens
while making a profit, and to make a profit while serving
citizens, and to accomplish both of these for the long-term
rather than the short-term.
Honorable physicians will shy away from investing in or
practicing medicine for managed-care programs that are pre-
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occupied with short-term profits. The corporate character of
such enterprises is essentially incompatible with the professional character of medicine, as Dr. Abrams so ably contends.
Conscientious physicians will also function within the managed-care practices in which they have an interest, or in which
they practice medicine, in ways that serve the genuine needs
of each and every patient to the greatest possible degree,
given the priorities and resources of the organization. Some
physicians who will serve in such ways will do so merely
because they rightly believe this approach makes for good
business. Their motivations are prudential. Other physicians
who will serve in these ways will do so out of deference for
justice and respect for persons, or perhaps even out of a desire
to maximize or harmonize the interests of all constituents.
Their motivations are moral as well as prudential, or perhaps
even moral instead of prudential. But in many instances it may
be difficult to distinguish the two motivations merely by
observing the public actions of individuals or institutions.
The priorities, practices, procedures and policies of medicine as a business do not always coincide with those of
medicine as a service. But in a significant majority of instances in this nation at this time they do, especially if one
takes an extended view of things. If one takes the long view,
usually it is not financially good for a business to act in morally
wrong ways, and usually it is not financially bad for a business
to act in morally right ways. The contrary convictions suffer
from myopia, and this short-sidedness is financial as well as
moral.
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